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Abstracts / Osteoarthritis and Cartilage 20 (2012) S54–S296S190Results: The prevalence of knee osteoarthritis was 18.1% among this
population of mid-aged women (mean 46.1 years). The mean leptin value
was 30.73 ng/mL (standard deviation [SD] 18.65). Leptin levels were
statistically signiﬁcantly greater among women with knee osteoarthritis
(40.58 ng/mL, SD¼20.09) as compared to women without knee osteoar-
thritis (28.37 ng/mL, SD¼17.18) (P<0.0001). Body mass index was 24%
higher among womenwith knee osteoarthritis (P<0.0001) but the average
BMI among both groups was greater than 30 kg/m2. After adjustment for
age, race/ethnicity and BMI residuals, a 1 ng/mL higher leptin level was
associated with 7% higher odds of having knee OA [OR¼1.07, 95% conﬁ-
dence interval (1.05, 1.09)].
Conclusions: Leptin levels are related to knee OA prevalence, even after
adjustment the impact of BMI. Obesity is a major risk factor for osteoar-
thritis, and this work suggests that leptin, a product of fat tissue, may be an
important part of the obesity-OA relationship. Replication of this ﬁnding
could have important implications for therapeutic interventions over-and-
above weight reduction.
Grant Support: The Study of Women's Health Across the Nation (SWAN)
has grant support from the National Institutes of Health, Department of
Health and Human Service, through the National Institute on Aging, the
National Institute of Nursing Research and the National Institutes of Health
Ofﬁce of Research on Women's Health [NR004061, AG012505, AG012535,
AG012531, AG012539, AG012546, AG012553, AG012554, AG012495]. The
Michigan SWAN site-speciﬁc study of strength and functioning is sup-
ported by AG017104.
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THE ASSOCIATIONS BETWEEN BODY AND KNEE HEIGHT
MEASUREMENTS AND KNEE JOINT STRUCTURE IN AN ASYMPTOMATIC
COHORT
A.E. Wluka *, A.J. Teichtahl *, B.J. Strauss, Y. Wang, P.A. Berry, M. Davies-
Tuck, F.M. Cicuttini. Monash Univ., Melbourne, Australia
Introduction: It has been suggested that knee height is a determinant of
knee joint load. Nonetheless, no study has directly examined the rela-
tionship between anthropometric measures of height and knee joint
structures, such as cartilage.
Methods: 89 asymptomatic community-based adults aged 25-62 with no
diagnosed history of knee arthropathy were recruited. Anthropometric
data (knee height and body height) were obtained by standard protocol,
while tibial cartilage volume and defects, as well as bone area were
determined from magnetic resonance imaging. Static knee alignment was
measured from the joint radiograph.
Results: All anthropometric height measures were associated with
increasing compartmental tibial bone area (p <¼ 0.05). Although knee
height was associated with tibial cartilage volume (e.g. b¼ 27 mm3 95% CI
7- 48; p¼ 0.009 for themedial compartment). Knee height as a percentage
of body height was associated with a reduced risk of medial tibial cartilage
defects (odds ratio 0.6; 95% conﬁdence interval 0.4 - 1.0; p ¼ 0.05).
Conclusion: The association between increased anthropometric height
measures and increased tibial bone area may reﬂect inherently larger bony
structures. However the beneﬁcial associations demonstratedwith cartilage
morphology suggest that an increased knee height may confer a beneﬁcial
biomechanical environment to the chondrocyte of asymptomatic adults.
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SEVERITY OF COMORBID OSTEOARTHRITIS IS NOT ASSOCIATED WITH
INCREASED RISK FOR SERIOUS ADVERSE OUTCOMES IN INDIVIDUALS
WITH DIABETES MELLITUS
G.A. Hawker 1, R. Croxford 2, A. Bierman 3, P. Harvey 1,
L. Lipscombe 1. 1Women's Coll. Hosp., Toronto, ON, Canada; 2 Inst. For
Clinical And Evaluative Sci., Toronto, ON, Canada; 3Univ. of Toronto,
Toronto, ON, Canada
Purpose: Osteoarthritis (OA) and diabetes mellitus (DM) commonly co-
occur, in part due to common risk factors, such as obesity. However, few* Joint ﬁrst authorstudies have examined the impact of comorbid OA on DM outcomes.
Comorbid painful OA may increase risk for serious adverse outcomes in
patients with DM by limiting mobility which can lead to greater weight
gain and stress. OA may also limit self management activities (e.g. meal
prep and foot care) resulting in worse diabetes related outcomes and
worse diabetes control. Our objective was to determine the relationship
between hip/knee OA severity and risk for serious adverse outcomes
for DM.
Methods: This retrospective cohort study utilized data from a longitudinal
population cohort withmoderate-severe hip/knee OA recruited in 1996-98
through survey of 100% aged 55+ years in two regions of Ontario, Canada.
Baseline interviews assessed socio-demographics, OA severity (WOMAC),
body mass index (BMI), mental and general health status (SF-36), and
self-reported comorbidity, and were linked with Ontario health adminis-
trative databases to examine health care use. OA participants with DM at
baseline were excluded based on meeting criteria for inclusion in the
validated Ontario Diabetes Database (ODD) OR self-reported physician
diagnosis of DM ‘ever’. Individuals with 1 hospitalization or 2 physicians’
claims for a diagnosis of DM (ICD-9 diagnostic code 250.x) within a 2-year
period are included in the ODD. Our primary outcome was an emergency
department (ED) visit or hospitalization for hypo- or hyperglycemia, soft
tissue infection, peripheral revascularization, or end-stage renal disease,
deﬁned using published, validated algorithms. From baseline until 2011,
Cox proportional hazards regressionwas used to examine the contribution
of OA symptom severity (quartiles of WOMAC summary scores) to time
to ﬁrst serious DM outcome, unadjusted and then adjusted for other
covariates.
Results: Of 2,411 baseline cohort participants, 480 met criteria for DM at
baseline and were included in our analyses (mean age 71, SD 9.4 years and
72% female). Over amedian 7.5 yrs (IQR 3.7-13.3 yrs), 30.0% experienced an
ED visit or hospitalization for a DM complication. Univariate and multi-
variable analyses found that risk of an adverse DM outcome increased
signiﬁcantly with baseline self-reported heart disease (p¼0.008) and
increasing number of visits to specialists in the pre-baseline year
(p¼0.002), but no relationship was found with baseline OA severity, as
measured by quartiles of WOMAC summary scores (p ¼0.71).
Conclusions: In a population cohort with at least moderate hip/knee OA
symptoms and disability and DM, greater OA severity was not associated
with a higher risk for adverse DM outcomes.
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MULTIDISCIPLINARY INTERVENTIONS FOR MULTISITE OSTEOARTHRITIS
IN PRIMARY CARE: A SYSTEMATIC REVIEW
A. Finney 1, E. Healey 1, S. Ryan 2, J. Jordan 1, K. Dziedzic 1. 1Arthritis Res. UK
Primary Care Ctr.,Keele Univ., Stoke-on-Trent, United Kingdom; 2 The
Haywood Hosp., Stoke-on-Trent, United Kingdom
Purpose: To evaluate the clinical and cost-effectiveness of multidisci-
plinary interventions for multisite osteoarthritis (OA) in primary care.
Methods: A systematic review of randomised controlled trials was
undertaken. Computerised bibliographic databases were searched from
database inception until March 2011 (Medline, Embase, Cinahl, Psy-
chINFO, BNI, HBE, HMIC, AMED, Web of Science and the Cochrane
Library). Studies were included if they met the following criteria;
a randomised controlled trial (RCT), OA in at least two different joint sites
(multisite), a primary care population and interventions undertaken by at
least two different health disciplines. The Cochrane ‘Risk of Bias’ tool was
utililised for quality assessment. A narrative analysis was used to
summarise the ﬁndings.
Results: The search identiﬁed 1148 individual titles of which de-duplica-
tion reduced the number from 827 to 211. 79 abstracts and three full
papers fulﬁlled the eligibility criteria. Two RCTs and one cluster RCT were
eligible for review. Interventions were: study 1; a case management
intervention of GP-led information for OA self-management; with the
addition of a practice nurse. Study 2: a structured physiotherapy-led
exercise programme for OAwith the addition of education from a GP. Study
3: an education programme for patients with OA; ﬁve different health
professions were used to deliver a multidisciplinary intervention. Meta
analysis was not possible because of the heterogeneity of the studies.
